Concerns have been raised about the loss of treatment continuity in unipolar and bipolar depressive disorder patients as continuity of care (COC) may be associated with patient outcomes. This study aimed to examine the relationship between COC and subsequent hospitalization, all-cause mortality, and suicide mortality in individuals with unipolar and bipolar disorder. Data were from the National Health Insurance (NHI) cohort, 2002 to 2013. Study participants included individuals first diagnosed with unipolar depressive disorder or bipolar affective disorder. The independent variable was COC for the first year of outpatient visits after diagnosis, measured using the usual provider of care (UPC) index. The dependent variables were hospitalization in the year after COC measurement, all-cause mortality, and suicide mortality. Analysis was conducted using logistic regression and Cox proportional hazards survival regression. A total of 48,558 individuals were analyzed for hospitalization and 48,947 for all-cause and suicide mortality. Compared to the low COC group, the medium [odds ratio (OR) 0.30, 95 percent confidence interval (95% CI) 0.19-0.47] and the high COC group (OR 0.14, 95% CI 0.09-0.21) showed statistically significant decreased odds of hospitalization. Additionally, lower likelihoods of suicide death were found in the high (HR 0.35, 95% CI 0.16-0.74) compared to the low COC group. The results infer an association between COC after first diagnosis of unipolar or bipolar depressive disorder and hospitalization and suicide mortality, suggesting the potential importance of treatment continuity in improving patient outcomes.
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Introduction
Depression is a leading cause of disability worldwide that has cost over United States (US) four billion societal costs in South Korea [1, 2] . Specifically, major depressive disorder is a multifaceted mental disorder that includes a wide range of symptoms related to the functioning of the mood, cognition, and motor, with psychotic experiences and bipolar spectrum features being commonly found in affected patients [3] . In Korean adults, the prevalence of depression was 6.7 percent and that of major depressive disorder 2.7 percent in 2014 [4] . Considering that individuals with major depressive disorder often report higher rates of comorbidity and mortality, reduced quality of life, lower productivity, and higher utilization of health care services, it is important to identify the factors associated with symptom severity in countries where the prevalence of mood disorder is escalating [5] .
Due to the increasing prevalence of mood disorder, concerns have been specifically raised about loss of continuity and fragmentation in the care received by mental disorder patients [6] . Continuity of care (COC) is the process by which the patient and the provider maintain a sustained partnership toward effectively meeting the patient's healthcare needs [7] . COC is particularly central in mental health care as it is linked with improved quality of life and community functioning, reduced symptom severity, higher health service satisfaction, and lower health care costs [8, 9] . Better continuity of care has also been reported to be associated with improved physician-patient relationship, higher patient compliance and satisfaction, and fewer hospital admissions [10, 11] .
Previous studies focusing on Western countries have documented that better continuity of care may be important in improving the outcomes of major depressive disorder patients [7, 11] . In fact, studies have specifically reported that maintaining good continuity of care can be related to reduced mortality risk in patients with bipolar or major depressive disorders [8, 12] . Additionally, although studies investigating the relationship between continuity of care and patient outcomes in East Asian countries are comparatively scarce, the related findings did suggest that depressive symptoms may be a predictor of subsequent hospital admissions in Chinese and Singaporean individuals [13] . However, implications from these studies have been limited as only individuals aged 55 or above were incorporated with a follow up time of 12 months or below [13] .
Under such circumstances, the aim of this study was to examine the relationship between COC and subsequent hospitalization and all-cause and suicide mortality in individuals diagnosed with unipolar disorder and bipolar depressive disorder using nationally representative data from the Korean National Health Insurance (NHI) cohort. The hypothesis was that better COC will be associated with lower likelihoods of hospital admission, all-cause mortality, and suicide mortality. In addition, subgroup analysis was conducted by type of disease (unipolar or bipolar disorder) and medical institution visited (tertiary hospital, secondary hospital, or primary clinic) in the analysis on COC and hospitalization, particularly because Korea lacks a stable general practitioner system and patients are able to freely choose medical institutions without referrals.
Materials and methods

Data source and study population
Data were from the 2002 to 2013 Korea National Health Insurance (NHI) cohort. In Korea, all individuals are covered by the NHI or Medical Aid and the NHI is known to cover around 98 percent of the total population. The NHI cohort is composed of 1,025,340 nationally representative random samples of the Korean population in 2002, which equals around 2.2 percent of the entire population. Data were collected using a systematic sampling method to construct a representative sample of the 46,605,433 residents recorded by the Korean National Health Insurance Service (KNHIS). Follow up data were available up to 2013 and include information on medical claims filed between 2002 and 2013. All personal information in this data were deidentified by the KNHIS before distribution. Data can be utilized after application and approval on the KNHIS website.
Of the 1,025,340 individuals recorded at the baseline, all individuals primarily diagnosed of unipolar depressive disorder (International Classification of Diseases version 10 [ICD-10] F30, F32, F34, F38, and F39) and bipolar affective disorder (F31) were included. Study participants measured in 2002 were excluded to ensure the inclusion of only individuals first diagnosed with unipolar or bipolar disorder. Hence, individuals were followed from 2003 to 2013. All individuals aged 19 or below were also excluded to limit the study population to adults as children and adolescents may exhibit different patterns. Additionally, individuals with less than 3 yearly outpatient visits to physicians were omitted to ensure a stable measurement of COC. This led to the final inclusion of 48,558 cases at risk of hospitalization after excluding those who died during and within one year of COC measurement and 48,947 cases at risk of allcause and suicide mortality.
Outcome measures
The dependent variables of this study were hospital admission, all-cause mortality, and suicide mortality. As individuals diagnosed in 2002 were excluded to ensure the inclusion of only patients first diagnosed with unipolar or bipolar disorder, participants were followed from 2003 to 2013 for measurement. Hospital admission was limited to cases with a primary diagnosis of mental disorder recorded within one year after COC measurement. All emergency department visits were excluded from the analysis in which hospitalization was the primary end point. All-cause and suicide deaths were recorded in the NHI cohort based on the database of the National Statistical Office (NSO), which compulsorily receives all reports on death through an official death notice. Suicide mortality was separately identified based on the ICD-10 code X60-84.
Independent variable
The independent variable of this study was COC measured within one year of initial diagnosis. COC was measured using the usual provider of care (UPC) index. The UPC index is based on density type and is defined as the number of outpatient visits to the most frequently seen physician divided by the total number of outpatient visits [14] . Accordingly, the UPC index focusses on the number of physicians seen by a patient and the visit ratio of the most frequently seen physician to all visited physicians. Values range between zero and one. COC was categorized into the low (�0.4), medium (>0.4, <0.75), and high (�0.75) groups based on previous references [15, 16] .
Covariates
Demographic, socioeconomic, and health related covariates were incorporated in this study. Included covariates were frequency of outpatient visits (low or high), diagnosis (unipolar or bipolar disorder), age at diagnosis (20-39, 40-59, 60-79, or 80 or above), sex (men or women), income (low, middle, or high), region (Seoul, urban, or rural), antidepressant (no or yes), antipsychotic (no or yes), anxiolytic (no or yes), stabilizer (no or yes), psychotherapy (none, personal therapy, group therapy, or others), comorbidities measured using the Charlson Comorbidity Index (zero, one, two, three, or four and above), and type of medical institution visited for outpatient services (tertiary hospital, secondary hospital, or primary clinic).
Analytic approach
The general characteristics of the study participants were examined using chi-square test to compares differences between groups. Hospital admissions in the subsequent year of COC measurement were analyzed using logistic regression analysis, expressed as odds ratio (OR) and their 95 percent confidence intervals (95% CI). Subgroup analysis was performed by type of medical institution visited for outpatient services and type of disease. The association between COC and the likelihood of all-cause and suicide mortality was tested using Cox proportional hazards survival regression analysis, expressed as hazard ratio (HR) and their 95% CI. Analysis was adjusted for all covariates and the calculated P values were two sided, considered significant at <0.05. Analysis was performed using the SAS software, version 9.4 (SAS Institute, Cary, NC, USA).
Results
The general characteristics of the study participants are shown in Table 1 . Of the 48,558 individuals at risk of hospitalization, 152 individuals were categorized into the low, 4,273 into the medium, and 44,133 into the high COC group. A total of 1,201 (2.5%) participants experienced hospitalization. Regarding all-cause and suicide mortality, 48,947 individuals at risk were analyzed. In this sample set, the low COC group included 152 individuals, the medium COC group 4,308 individuals, and the high COC group 44,487 individuals. The overall all-cause mortality rate was 6.4% and the suicide mortality rate 1.1%. Table 2 presents the results of the logistic regression analysis investigating the association between COC and hospitalization in the subsequent year of COC measurement. Compared to the low COC group, the medium (OR 0.30, 95% CI 0.19-0.47) and the high COC group (OR 0.14, 95% CI 0.09-0.21) showed statistically significant lower odds of hospitalizations. The results of the Cox proportional hazards survival regression analysis studying the relationship between COC and all-cause and suicide mortality are also presented on Table 2 . The association between COC and all-cause mortality did not show statistical significance. However, individuals with high COC (HR 0.35, 95% CI 0.16-0.74) showed statistically significant decreased likelihoods of suicide death than individuals with low COC.
The results of the logistic regression analysis analyzing the effect of COC on the likelihood of hospitalization by the type of medical institution visited for outpatient services and the type of disease diagnosed are depicted on Table 3 . The main trends found were generally maintained. In tertiary hospitals, the medium (OR 0.22, 95% CI 0.13-0.37) and high COC groups (OR 0.10, 95% CI 0.06-0.17) had lower odds of hospitalization than the low COC group. Similar tendencies were found in secondary hospitals in which decreased odds of hospitalizations were present in the high (OR 0.61, 95% CI 0.39-0.96) compared to the medium COC group. In primary clinics, individuals with high COC (OR 0.19, 95% CI 0.06-0.62) again showed reduced likelihoods than those with low COC. In terms of disease type, the trends presented in Table 2 were again sustained, although statistical significance was only found in individuals with unipolar disorder (medium COC group: OR 0.33, 95% CI 0.21-0.52; high COC group: OR 0.14, 95% CI 0.09-0.21).
Discussion
The findings of this study reveal an association between COC and likelihoods of hospitalization in patients diagnosed with unipolar and bipolar disorder as individuals with higher COC showed reduced odds of hospitalization. As this study calculated COC for outpatient services during the first year of diagnosis and recorded whether hospitalizations took place in the year after COC measurement, hospitalizations may reflect patient outcomes. Specifically, the results infer the importance of COC in managing mood disorder patients as individuals in the medium and high COC groups exhibited gradationally lower odds of hospitalizations than individuals in the low COC group. The presented results are in line with previous findings which report that care coordination is associated with hospitalizations [17] . Beforehand, a study on outpatients with over two annual medical visits conveyed that patients with perfect continuity have lower risks of hospitalization within one year [18] . Another study focusing on elderly men discovered that groups with good continuity have lower admission rates [19] . As for studies conducted on East Asia, findings have identified that depressive symptoms may be a risk factor for increased hospitalization [20, 21] . This study confirms a relationship between COC and hospitalization in Korean unipolar and bipolar patients, suggesting the importance of providing an effective psychiatric patient management system to improve patient outcomes in the Asian population, including those in countries that lack a personalized general practitioner based primary care system. The association between COC and hospitalization was generally maintained regardless of diagnosis and the type of medical institution visited for outpatient services. Trends show that the degree of difference was strongest in the tertiary hospital group, followed by the primary clinic group and the secondary hospital group. This tendency may have resulted as people experiencing poor continuity in primary care are more likely to contact higher level medical institutions [22] . However, it must also be taken into account that Korea lacks a general practitioner system, with patients being able to freely receive care from higher level institutions without a referral. Hence, the found relationship between COC and hospitalization suggests a possible need to monitor the health care utilization patterns of mental illness patients at all levels of medical institution.
With regard to all-cause mortality, previous findings have demonstrated the protective effects of improving longitudinal COC in reducing all-cause mortality of bipolar disorder and major depressive disorder patients [8, 23] . However, the association between COC and allcause mortality did not show statistical significance in this study. The lack of statistical significance may have resulted as whereas this study only included participants diagnosed with unipolar or bipolar disorder, most other studies targeted mental disorder patients in general, including schizophrenia patients known to show exceptionally higher mortality rates.
The results of this study favor an association between COC and suicide mortality as individuals with better COC exhibited reduced risks of suicide mortality. Previous studies conducted in the United Kingdom (UK) and the US reported that better continuity may be associated with lower risks of suicide death, which is important as bipolar and major depressive disorder patients are known to exhibit the highest risk of suicide [24, 25] . As Korea ranks first among the Organization for Economic Cooperation and Development (OECD) countries in suicide rate, with suicide being the fifth leading cause of death nationally, this study offers insights by suggesting a possible association between improved COC and reduced suicide risk [26, 27] . The findings are also noteworthy as suicide mortality has been consistently rated high for patients with psychoses [28] . This study is not without its limitations. First, unipolar and bipolar mood disorders were classified only based on the ICD-10 codes. Other standard classification systems, including the Diagnostic and Statistical Manual of Mental Disorders (DSM) criteria, could not be utilized due to data limitation. Hence, inaccuracies may have resulted from different individuals being involved in the process of diagnosis recording. Second, date of death was only provided up to year and month by the KNHIS to protect personal information. Third, the number of included covariates were limited as the primary purpose of collecting and utilizing the NHI data is for reimbursement. Hence, the possibility of unmeasured confounding cannot be ruled out. Fourth, this study only calculated provider COC based on the UPC index. Thus, aspects such as the quality of provider-patient relationship or coordination of care were not incorporated. Last, this study could not adjust for mental illness severity due to data limitation. However, this study did take into consideration mental illness diagnosis, volume of annual outpatient visits, physical comorbidities, pharmaceuticals, and psychotherapy as covariates to partially cope for this limitation. Furthermore, only newly diagnosed individuals were included in the study population. Future studies improving the limitations stated above are needed to provide further insights.
Conclusions
The findings of this study indicate that COC after first diagnosis of unipolar or bipolar depressive disorder is associated with subsequent hospitalization and suicide mortality. The results reveal the potential benefits of maintaining better psychiatric care treatment continuity in improving outcomes of mental disorder patients. Taking into account the fact that major depressive disorder has been assessed by the World Health Organization (WHO) as one of the most burdensome diseases to society, efforts should be made to address psychiatric treatment continuity in the coming decades.
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